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A. Birth Defects/Disabilities and Health

lI-A. Birth Defects, Developmental Disabilities Prevention, and
Disabilities and Health

Funding (Dollars in Thousands)

Total Funding Overall Full Cost

FY 2005: (PB) $112,972 FY 2005: $115,638
FY 2004: (Conference)  $112,743 FY 2004: $118,728
FY 2003: (Actual) $98,039 FY 2003: $103,951

The mission of the National Center on Birth Defects and Developmental Disabilities (NCBDDD)
is fo promote the health of babies, children, and adults, and enhance their potential for

full, productive living; identify the causes of birth defects and developmental disabilities;
help children to develop and reach their full potential; and promote health and well-being
among people of all ages with disabilities.

I. Program Description and Context

More than 120,000 infants are born with birth defects each year in the United States. The 17 most
common birth defects cost approximately $6 billion for children born in a single year. With medical
advances, more babies with serious birth defects are surviving, and many experience lifelong
disabilities, illness, and social challenges. In addition, 17% of U.S. children under the age of 18 have
some type of developmental disability. Children and adults living with disabilities often suffer from
secondary medical, social, emotional, family, and community problems. Causes of birth defects and
developmental disabilities are unknown for about 75% of cases.

In response to these public health challenges, CDC seeks to promote the health of babies, children,
and adults, and enhance the potential for full, productive living. This is accomplished through
conducting research to identify the causes of birth defects and developmental disabilities, designing
interventions to help children develop and reach their full potential, and promoting health and well-
being among people of all ages with disabilities. To facilitate this work and to measure performance
over time, CDC supports monitoring programs for birth defects and developmental disabilities and
making sure that disability status is included in all major health surveys. However, because of the
need to monitor large numbers of births to draw conclusions about changes in rates, changes in the
prevalence rates of many of these conditions often take time to detect. CDC is also collecting data
on behavior associated with the risk factors for specific birth defects and developmental disabilities.

Lack of health promotion and disease prevention activities targeting individuals with disabilities has
allowed these individuals to continue to experience medical, social, emotional, family, or community
problems that can be prevented. Increased understanding of these preventable conditions may
yield promising prevention approaches to improve the quality of life for individuals living with
disabilities. CDC is therefore focusing on preventing these secondary conditions, promoting health,
and improving the quality of life among persons with disabilities. Activities include monitoring
health status, conducting research on cost-effectiveness; identifying risk and protective factors; and
implementing health promotion strategies that are proven effective. Most CDC programs in these
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areas are relatively new and are building a foundation for future growth and development. The real
impact of these programs will be felt in the next 10 years.

Il. Program Performance Analysis

CDC has major prevention programs underway in two areas: folic acid to prevent spina bifida and
fetal alcohol syndrome (FAS) prevention.

A. BIRTH Derects AND DeVELOPMENTAL DisABILITIES PREVENTION

Goadal. Prevent birth defects and developmental disabilities

Measure 1. Decrease the percentage of women who report any alcohol consumption during
pregnancy

In terms of FAS prevention, much has been accomplished since the new objective on FAS
prevention was added in 2003. Project CHOICES, a CDC-funded FAS intervention study, is
moving forward rapidly. This research effort has shown that women in certain community-based
settings, such as prisons and alcohol treatment facilities, have a seven-fold increased risk for having
an alcohol-exposed pregnancy. A recent CDC study of the program found that it reduced risk of
alcohol-exposed pregnancies among high-risk women by two-thirds. A randomized controlled trial
of this intervention is now underway. Two additional epidemiologic and intervention studies related
to alcohol use and pregnancy among Hispanic women are also being implemented.

In addition, targeted media campaigns geared toward specific multicultural populations are
underway in Saint Louis, Iowa, and California. Training and educational materials for professionals
in health and social service agencies, law enforcement, and school systems are also being developed.
To enhance professionals’ knowledge of FAS, CDC has funded four FAS regional training

centers located around the country to provide information and education to physicians, nurses,
and other allied health professionals about FAS. In addition, CDC’s congressionally mandated
National Taskforce on Fetal Alcohol Syndrome and Fetal Alcohol Effects recently published
recommendations to improve early detection of FAS; services for children and adults already living
with the condition, and services for women at high-risk of having an alcohol-exposed pregnancy.
This combination of activities, along with enhanced monitoring efforts, should position CDC to
achieve its performance targets.

Measure 2. Reduce by 1% per year the number of children born with spina bifida and
anencephaly through promotion of folic acid consumption by women of reproductive age

Fortification of the food supply with folic acid (a B vitamin) has allowed major reductions in the
rates of serious birth defects of the spine (spina bifida) and brain (anencephaly). However, more
reductions are possible if all women of reproductive age consumed adequate amounts of folic acid
before and during pregnancy. CDC is working with public and private partners to promote the use
of folic acid. Two efforts in particular focus on increasing knowledge and awareness of folic acid
among Hispanic women and among women who have had a previous pregnancy affected by spina
bifida or anencephaly. In addition, CDC is developing materials for women who have no or low
literacy skills to ensure that all women receive the folic acid message.
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CDC has also conducted and published the results of research demonstrating that folic acid may
reduce the occurrence of other birth defects. Most recently, CDC published findings that women
with diabetes who take multivitamins before and during early pregnancy had a lower risk of having a
child with diabetes-associated birth defects such as heart defects and central nervous system defects.
The baseline figure for this measure has been revised based on updated data on the prevalence of
spina bifida and anencephaly for 2000. The trajectory for future data points has also been shifted

to ensure accurate data to assess trends in folic acid preventable defects. Data for FY 2003 will be
available December 2007.

Measure 3. Increase the number of U.S. births covered by birth defects monitoring programs,
which use these data to plan services for children and evaluate prevention strategies

CDC conducts a model birth defects monitoring program in the metropolitan Atlanta area and
supports monitoring programs in 35 states through cooperative agreements. Increasing the number
of births covered by such programs increases the representativeness of the data, which can then be
used more effectively to draw programmatic and scientific conclusions. Establishing prevalence rates
will help us to more effectively allocate resources, develop prevention strategies, and evaluate the
effectiveness of prevention efforts. Similarly, the ability to detect regional differences in prevalence
rates will give us important clues about risk factors and causes of birth defects.

To investigate causes and risk factors for birth defects, CDC has funded seven Centers for Birth
Defects Research and Prevention to conduct the National Birth Defects Prevention Study, a large
collaborative study of the causes of birth defects. The centers have developed a surveillance system
to identify infants born with (case) and without (control) a selected list of birth defects. Through
telephone interviews, infants’ mothers were asked about their pregnancy, medical history, lifestyle,
diet, medication use, and occupational and environmental exposures. All of the summary data from
cases and controls are compared to identify any environmental and genetic factors that increase or
decrease the risk of a birth defect.

The database will continue to grow but it is sufficiently large now to be analyzed for differences in
cases of specific birth defects and controls that may provide clues to causes for those birth defects.
Researchers can now submit a proposal to the center’s Data Sharing Committee to acquire access

to the data. Because of the nature of the research, we cannot promise when, or even if, we will find
new causes of birth defects. Therefore, the performance measure is for the growth of the database
and the number of researchers using the data, because these are the activities that will eventually lead
to discovery of causes of birth defects.

Mature birth defects tracking programs can achieve results and the more representative the data,

the more helpful these data are. Most recently, using data from CDC’s model birth defects program
in Atlanta, CDC determined that maternal obesity—a known risk factor for having a child with
birth defect of the spine or brain—is also a risk factor for heart defects, abdominal wall defects,

and multiple defects. Women who are not obese, but are still overweight, are also at higher risk of
having a child with certain birth defects. This research increases our knowledge about birth defects
and underscores the need for efforts to ensure that women have a healthy weight before becoming
pregnant. This finding adds another facet to CDC’s programs working to combat the current obesity
epidemic in the United States.

Although CDCs efforts to monitor the prevalence and to look for causes of developmental
disabilities is less developed as the efforts for birth defects, this program is growing rapidly. As it
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matures and we gain a sense of the true magnitude of autism and other developmental disabilities,
we will be able to develop appropriate outcome measures for these conditions. In January 2003,
CDC reported the most comprehensive prevalence study of autism in a major U.S. metropolitan area
(Atlanta). A validation study of this program is planned. In addition to continuing the efforts of the
CDC model program on developmental disabilities, we are focusing on helping build the capacity

of states to conduct this type of monitoring. This will enable us to identify potential geographic
differences in the magnitude of these conditions and to identify clues to potential causes.

Measure 4—Efficiency. Establish an ongoing data management center for developmental
disabilities monitoring and research sites, resulting in savings of program staff time

Including CDC’s own model tracking program in Atlanta, CDC supports 14 states to track autism
and other developmental disabilities, and will fund an additional 3 to 4 states this fiscal year. These
efforts are essential for CDC to fulfill its congressional mandate to collect, analyze, and disseminate
autism data. The establishment of an ongoing data management center for these sites will result in
significant time savings. This type of data coordination requires a core of expertise, which is most
efficiently used by housing it in one location rather than using CDC staff time and having each site
hire staff to fulfill this function. The first step in accomplishing these savings is to establish the
baseline for this measure by creating the data center.

B. DisasiLiTiEs AND HEALTH

Goal. Improve the health and quality of life of Americans with disabilities

Measure 1. By 2010, decrease to 10% the percentage of newborns who screen positive for
hearing loss but are lost to follow-up

CDC is collaborating with the Health Resources and Services Administration (HRSA) to help
states implement the new Early Hearing Detection and Intervention (EHDI) program. CDC helps
states establish programs to track children who screen positive for hearing loss and ensure that
these children get follow-up diagnostic testing and, if needed, enter early intervention programs.
This tracking program can also be used to research the causes of hearing loss and to implement
cost-benefit studies. Some states have already seen declines in the average age of diagnosis for
hearing loss as a result of this program. Ultimately, this program will track rates from screening all
the way through to intervention. At this early stage in the program, we are targeting our efforts to
measure the impact of the first and second phases in this process (and have revised the baseline
accordingly)—to track the number of children initially screened for hearing loss in the hospital
and the number evaluated by a trained audiologist to confirm or deny screening results. Even this
seemingly small step involves multiple places where children with hearing loss can be “lost to follow-
up.” Data for FY 2002 will be reported in December 2004.

Measure 2. Decrease the overall health disparity experienced by people with disability by
increasing the number of states that implement a health promotion program to improve the
health and quality of life for persons with disabilities

At the direction of Congress, CDC has implemented programs to improve the health and quality of
life for people with disabilities. Two major types of program activities exist. One program supports
research to identify risk and protective factors, prevention effectiveness strategies, and cost effective
health promotion interventions. One of these research programs, “Living Well with a Disability,” has
been proven to improve health and reduce medical costs and is now being implemented in 17 states.
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The other program supports state efforts to implement health and wellness programs for people
with disabilities.

lll. Goal-by-Goal Perfformance Measurement

A. BIrRTH Derects AND DEVELOPMENTAL DisABILITIES PREVENTION

Goal: Prevent birth defects and developmental disabilities
Performance Measure Targefts Actual Performance Ref.
1. Decrease the percentage of women FY 05: 8.5% FY 05: 12/2007 B-74
who report any alcohol consumption during FY 04: 10.0% FY 04: 12/2006 O
pregnancy FY 03: 11.5% FY 03: 12/2005
FY 02: 12/2004
FY 01: 12.5%
FY 99: 12.8% (baseline)
2. Reduce by 1% per year the number of children | FY 05: 3% reduction FY 05: 12/2008 B-74
born with spina bifida and anencephaly through | FY 04: 2% reduction FY 04: 12/2007 1
promotion of folic acid consumption by women | FY 03: 1% reduction FY 03: 12/2006 O
of reproductive age FY 02: 12/2005
FY 01: 12/2004
FY 00: 1,932
3. Increase the number of U.S. births covered FY 05: 2,800,000 FY 05: 10/2005 B-74
by birth defects monitoring programs, which FY 04: 2,700,000 FY 04: 10/2004
use these data to plan services for children and FY 03: 2,600,000 FY 03: Exceeded/
evaluate prevention strategies 2,609,477
FY 01: 2,096,988
(baseline)
4. Establish an ongoing data management FY 05: Establish data FY 05: 12/2006 E
center for developmental disabilities monitoring | center
and research sites, resulting in savings of program
staff time
B. DisaBiLimies AND HEALTH
Goal: Improve the health and quality of life of Americans with disabilities
Performance Measure Targefts Actual Performance Ref.
1. By 2010, decrease to 10% the percentage of FY 05: 25% FY 05: 12/2007 B-74
newborns who screen positive for hearing loss but are | FY 04: 30% FY 04: 12/2006 5
lost to follow-up FY 03: 35% FY 03: 12/2005 O
FY 02: 12/2004
FY 01: 31.7%
FY 00: 42.3% (baseline)
2. Decrease the overall health disparity experienced FY 05: 8 FY 05: 10/2005 B-74
by people with disability by increasing the number of FY 04: 7 FY 04: 10/2004
states that implement a health promotion program to | FY 03: 6 FY 03: Exceeded/17
improve the health and quality of life for persons with FY 02: 5 FY 02: Exceeded/10
disabilities FY 01: 2 (baseline)
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IV. Summary of Full Cost of Performance Program Area

FY 2004

FY 2003 Final FY 2005
Full Costs and Goals/Annual Measures Actual* Conference Estimate
Estimated Full Cost $104.0 $118.7 $115.6
Efficiency Measure $0.0 $0.0 $0.0
Birth Defects and Developmental Disabilities Prevention $55.1 $62.9 $61.3
Measure 1 $13.5 $13.1 $12.7
Measure 2 $9.4 $9.5 $9.3
Measure 3 $19.8 $21.4 $20.8
Human Development and Disability $48.9 $55.8 S$54.4
Measure 1 $13.5 $14.2 $13.9
Measure 2 $24.9 $30.9 $30.1

*Dollars in millions
NOTE: Measures may not add up to total full costs for a given goal. A portion of the full costs may
only be attributable to the goal level.

The two overall goals encompass 100% of the Birth Defects, Developmental Disabilities, Disability,
and Health budget, with individual measures representing approximately 75%%. Remaining funds
can be described as follows:

Goal 1. Prevent birth defects and developmental disabilities

Birth defects are the leading cause of infant mortality, and developmental disabilities such as autism
affect 17% of children under the age of 18. Programs to track these conditions, identify their causes,
and prevent them represent more than 50% of Birth Defects, Developmental Disabilities, Disability,
and Health budget. Because the developmental disabilities programs are newer than the birth

defects programs, they are not yet able to show long-term outcomes. The developmental disabilities
objectives are monitored internally and make up the 12% of Birth Defects, Developmental
Disabilities, Disability, and Health activities.

Goal 2. Improve the health and well-being of people with disabilities

Activities in this area represent 47% of Birth Defects, Developmental Disabilities, Disability, and
Health budget, with the individual measures representing 37% of these funds. The remaining 10%
of funds support other activities in attention-deficit hyperactivity disorder, muscular dystrophy, and
child development. These efforts are also monitored internally.

Il - 24
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II-B. Chronic Diseases Prevention and Health Promotion

Funding (Dollars in Thousands)

Total Funding Overall Full Cost

FY 2005: (PB) $915,425 FY 2005: $929,807
FY 2004: (Conference) $853,378 FY 2004: $883,014
FY 2003: (Actual) $789,972 FY 2003: $818,939

The mission of CDC’s National Center for Chronic Diseases Prevention and Health Promotion
(NCCDPHP) is to prevent death and disability from chronic diseases; to promote maternal,
infant, and adolescent health; to promote healthy personal behaviors; and to accomplish
these goails in partnership with health and education agencies, major voluntary associations,
the private sector, and other federal agencies.

OVERARCHING PROGRAM

I. Program Description and Context

More than 1.7 million Americans die of a chronic disease each year, accounting for about 70% of all
deaths in the United States. In addition, the prolonged course of illness and disability from diseases
such as arthritis, cancer, diabetes, heart disease, and stoke results in pain and suffering, poor quality
of life, and disability for millions of Americans. Medical care for people with chronic diseases
accounts for more than 75% of the $1.4 trillion we spend as a nation on medical care. Furthermore,
if disease patterns stay the same, by the year 2030 the healthcare system will have to spend an
additional $300 to $400 billion per year, excluding inflation, to treat the chronic diseases of an aging
population. This expense means increased costs of $1,500 per year for every person in the United
States just to help support the care of our aging citizens.

Chronic diseases are caused by behaviors that are preventable; for example, tobacco use is the

single most preventable cause of death and disease, with poor diet and sedentary behavior

close behind and on the rise. CDC works to prevent the occurrence and progression of chronic
diseases by reducing or eliminating behavioral risk factors, by increasing the prevalence of health
promotion practices, and by detecting chronic disease early to avoid complications. CDC’s strategy
for preventing the leading causes of death in the United States is a crosscutting approach: support
for state programs, surveillance, prevention research, evaluation, and health promotion. CDC

plays a leadership role in coordinating and catalyzing the efforts of numerous public and private
partners such as other government agencies, professional organizations, voluntary organizations,
academic institutions, community organizations, private organizations, and businesses. The expertise,
experience, and outreach capabilities of these partners substantially extend CDC’s effectiveness in
reaching people at highest risk for chronic diseases. Active partnerships in public health are essential,
as they enable CDC to leverage limited federal resources, thereby multiplying prevention efforts.

A significant portion of NCCDPHP’s mission involves supporting and managing public health
programs implemented by states and localities, which prevent and control chronic diseases. To
support these programs, NCCDPHP provides technical consultation in planning, establishing,
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maintaining, and evaluating prevention and control strategies for selected chronic disease and
health promotion activities. NCCDPHP project officers are the primary conduit through which this
consultation is provided and/or coordinated.

NCCDPHP is currently pursuing a key initiative to improve the efficiency and effectiveness of
project officers. This initiative involves developing and using information systems to support
program administration, management, consulting, and evaluation. These information systems
provide a central repository of information about all funding recipients, their program plans

(goals, objectives, performance milestones and indicators), performance (programmatic and
financial), and outcomes related to investments in health promotion and disease prevention
program demonstrations, national organizations’ efforts, and prevention research projects. In
addition, these information systems allow a project officer to enter information related to technical
assistance, consultative plans, communications and site visits. Information systems collect important
programmatic information in a concise, structured approach making the assimilation of information
more manageable.

Web-based information systems can shorten the time project officers spend in collecting, sorting,
filing, and searching for program-related information. Without an information system, project
officers must manually sort through long paper applications and progress reports to find the
information needed to understand recipient programs and progress, provide technical assistance,

or respond to inquiries. Because information systems collect important programmatic information
in a concise, structured approach and store it in a central repository, a project officer can go to one
location and query the system or run a report for desired information. Information systems can also
provide more timely management and evaluation information so that project officers can provide
more astute, focused, and effective consulting to the states and localities.

Evidence of the time savings for project officers is found in the current Breast and Cervical
Cancer information systems. It is estimated that project officers save approximately 100 hours per
submission each year by using the Web-based System for Technical Assistance Reporting (STAR)
system. Specifically, project officers spend 60 hours less in aggregating data for all programs and 40
hours less in providing technical assistance. With the Minimum Data Elements (MDE) Web-based
system, approximately 80 to 120 hours are saved each year in time required to receive, acknowledge,
scan for viruses, and transfer the data to the servers; perform checks on the data; record layout; and
produce edited reports.

Just as an information system can save NCCDPHP staff time, it can also save recipient time. An
information system provides one location that documents and easily assimilates all information to
meet reporting requirements. Prior to the use of information systems, recipients routinely spent over
20 hours to gather and assimilate information to describe their programs and report information to
NCCDPHP, particularly through interim progress reports. Recipients using the Division of Diabetes
Translation Management Information System (DDT MIS) report that the burden of generating the
interim progress report is only 4 hours.

In addition, because the information in Web-base information systems is in real time, the programs
are better equipped to respond to inquires in a timelier manner and make programmatic decisions
in a more informed manner. Typically, when a program receives an inquiry for information, the
program spends a great deal of time going through volumes of information sources to assimilate
the information into a summarized response. Information systems allow a program to query all
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programmatic information and generate detailed or summary reports across all programs on various
topics.

Overall, decreasing the administrative burden on NCCDPHP staff and recipients to collect and use
programmatic information through the use of information systems allows project officers to spend
more time performing program consultation. This results in a more efficient use of project officers’
time, and allows recipients to spend more time on program implementation.

Il. Efficiency Measure

Godl. Decrease the number of hours spent each year to collect, aggregate, assess, and analyze
programmatic data

Measure. Increase the number of Web-based management information systems (MIS) to save
program staff time

As project officers focus less on program administration and more on actual consulting, they spend
more time providing program consulting, which increases the level of efficiency of a project officer.
As such, this measure defines the number of management information systems within NCCDPHP

divisions that project officers use to provide more efficient program consulting to recipients.

Currently, NCCDPHP staff and recipients use the following five information systems to collect

programmatic information:

1. Division of Diabetes Management Information System (DDT MIS).

2. Racial and Ethnic Approaches to Community Health Management Information System

(REACH MIS).

Office of Smoking and Health’s (OSH) National Tobacco Control Program Chronicle.

Breast and Cervical Cancer Minimum Data Elements (MDE).

5. National Breast and Cervical Cancer Early Detection Program System for Technical Assistance
Reporting (STAR).

Sl

A. EArLY DetectioN oF BReasT AND CEerviCAL CANCER \

I. Program Description and Context

Breast cancer is the most commonly diagnosed nondermatologic cancer and the second leading
cause of cancer deaths among women in the United States. In 2003, it was estimated that 211,300
new cases and 39,800 deaths would occur. Cancer of the uterine cervix would claim the lives of

4,100 women, and 12,200 new cases would be diagnosed. Research suggests that precancerous
conditions and invasive cervical cancer are more likely to be found in women who have never been
screened or have not been screened in the past 5 years and that women over 50 years of age are at
increased risk of breast cancer. However, virtually all deaths from cervical cancer and more than
30% of deaths from breast cancer among women 50 years and older could be prevented through the
widespread use of Papanicolaou (Pap) tests and screening mammography.

The Breast and Cervical Cancer Prevention Mortality Act of 1990 authorized CDC to establish the
first national chronic disease program to increase access to and use of breast and cervical cancer
screening services for low-income women who are uninsured or under-insured. CDC’s National
Breast and Cervical Cancer Early Detection Program (NBCCEDP) provides cancer screening for
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underserved women, particulatly low-income women, older women, and members of racial/ethnic
minorities. Women eligible for NBCCEDP represent approximately 7% to 8% of all U.S. women.
Current funding levels allow CDC to screen approximately 16% to 19% of those eligible (based on
2000 U.S. Census data).

Although NBCCEDP serves a discrete segment of American women and is not population-based,
the program is intended to contribute to Healthy People 2070 objectives to reduce breast and cervical
cancer death rates. Program activities are also in accordance with the following goals 1 and 3 of the
HHS Strategic Plan: reduce the major threats to the health and well being of Americans and increase
the percentage of the nation’s children and adults who have access to regular healthcare and expand
consumer choices.

NBCCEDP supports activities at the state, tribal, territorial, and national levels in the following
areas: screening; tracking, follow-up and case management; quality assurance; public and professional
education; evaluation and surveillance; and partnership development. For women screened through
NBCCEDP who have abnormal screening results and/or a diagnosis of cancer, assuring timely
access to diagnostic and treatment services is critical. Although NBCCEDP does not provide
funding for treatment services, the Breast and Cervical Cancer Prevention and Treatment Act of
2000 ensures Medicaid services for women screened through the program if they are a U.S. citizen
or a qualified alien. To date, 49 states have received approved Medicaid amendments to participate in
this program.

For FY 2004 and FY 2005, several new activities have been identified as priorities for CDC.

These include advancing the use of geographic information technologies (GIS) and implementing
evidence-based outreach and recruitment interventions. These activities are intended to strengthen
recruitment of rarely and never screened women for cervical cancer screening and women ages 50
to 64 for breast cancer screening. CDC will also work closely with health economists to evaluate
and improve NBCCEDP program efficiencies. Economists will work with other CDC staff to
develop more accurate estimates of the eligible population by state, characterize programs reaching
a larger percentage of women in their geographic area than others, and apply economic evaluation
techniques to estimate the cost of health service delivery in NBCCEDP.

Monitoring and evaluation activities will also be strengthened. Based on the strategic and evaluation
planning referenced above, CDC hopes to improve outcome measures, increase monitoring efforts,
and continue evaluation projects in the areas of case management, providers’ use of clinical
guidelines, the Breast and Cervical Cancer Prevention and Treatment Act of 2000, and data quality.
Dissemination of evidence-based strategies will also continue. Finally, a Web-based evaluation
training for grantees is in development and will improve local assessment of program efforts.

The NBCCEDP strategic plan also identifies partnership development activities with stakeholders
internal and external to CDC including the American Cancer Society, the National Cancer Institute,
the Center for Medicaid and Medicare Services, the NBCCEDP Council, the American College of
Obstetricians and Gynecologists, CDC’s Wisewoman Program, and CDC’s comprehensive cancer
control initiative. Our relationships with these partners are critical to leveraging resources and
increasing efficiencies across and within our agencies.
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Il. Program Performance Analysis

Through September 2001, NBCCEDP has provided more than 3.6 million screening tests to over
1.4 million women. The program has diagnosed almost 12,000 breast cancers, 48,170 precancerous
cervical lesions, and over 800 cases of invasive cervical cancer.

In this report, CDC is providing NBCCEDP performance data for FY 2001. Complete FY 2002
data will be available in January 2004. CDC recently instituted a change in the NBCCEDP data
submission schedule to coincide with a new program fiscal (funding) year for grantees. The data,
also known as Minimum Data Elements (MDEs) are submitted electronically twice a year (October
15 and April 15). Therefore, analysis of the October submission will be available in January, and at
that time FY 2002 performance data and goals will be reassessed. Grantees are provided 9.5 months
after the initial screening date to gather diagnostic and treatment information for submission and an
additional 3 months are needed for the contractor to prepare the analysis.

Goal 1. Increase early detection of breast and cervical cancer by building nationwide programs
in breast and cervical cancer prevention, especially among high-risk, underserved women

Measure. Excluding invasive cervical cancers diagnosed on an initial screen in NBCCEDP, lower
the age-adjusted rate of invasive cervical cancer in women aged 20 and older

CDC continues to meet the established target for an age-adjusted rate of invasive cervical cancer
in women aged 20 and older to not more than 22 per 100,000 Pap tests provided. For FY 2001, the
age-adjusted rate was 14 per 100,000. Beginning in 2003, CDC will move to calculating this rate
based on a rolling 3-year timeframe rather than cumulative data (for instance, FY 2003 rate will
reflect data for the time period 2001-2003). Using a 3-year period ensures statistical stability in the
rate. CDC will continue to report data through FY 2002 based on the cumulative rate and existing
target of less than or equal to 22 per 100,000 Pap tests. Data for FY 2002 and FY 2003 will be
available in January 2004 and January 2005, respectively.

Goal 2. Expand community-based breast and cervical cancer screening and diagnostic
services to low-income, medically underserved women; for women diagnosed with cancer or
pre-cancer, ensure access to treatment services

Measure 1. Increase the number of women screened

CDC continues to increase the number of women screened through NBCCEDP. In FY 2001, CDC
screened 356,395 women for breast cancer and 265,306 for cervical cancer. This reflects positive
trends toward meeting our FY 2004 (381,382 breast/275,000 cervical) and FY 2005 (401,000
breast/280,000 cervical) targets. Data for FY 2002 and FY 2003 will be available in January 2004 and
January 2005, respectively.

Measure 2. Increase the percentage of newly enrolled women who have not received a Pap test
within the past 5 years

CDC encourages programs to reach underserved women for screening, including women who are
rarely or never screened for cervical cancer. CDC defines “hard to reach” women as those who have
not had a Pap test within the past 5 years. In FY 2001, 22.9% of newly enrolled women were rarely
or never screened, just exceeding our target of 22.5%. Because the measure relates only to newly
enrolled women, projects must enroll new rarely and never screened women each year to meet this
target. Therefore, the target for this measure will be quite challenging over time to meet because they
must continually tap into communities of hard to reach women to identify those who are rarely and
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never screened. The target for FY 2004 is 22.5% and FY 2005 is 25%. Data for FY 2002 and FY
2003 will be available in January 2003 and January 2004, respectively.

Measure 3. Increase the percentage of women with abnormal results who receive a final
diagnosis within 60 days of screening

In FY 2001, 83.6% of women with abnormal breast cancer screening results and 61.9% of women
with abnormal cervical cancer screening results received a final diagnosis within 60 days. The FY
2001 figures represent slight increases over FY 2000 figures. The lower percentage for cervical
cancer screening reflects challenges facing our programs, including delays in Pap results reporting
from laboratories, long waiting periods for appointments for diagnostic services, and difficulties

in tracking “hard to reach” women. FY 2004 targets are 86.5% for breast screening and 64% for
cervical screening, New targets for Y 2005 have been established at 87.5% for breast screening and
64.5% for cervical screening. Data for FY 2002 and FY 2003 will be available in January 2003 and
January 2004, respectively.

Measure 4. Increase the percentage of women with cancer who start ireatment within 60 days of
diagnosis

In FY 2001, 93.1% of women diagnosed with breast cancer and 88.5% of women diagnosed with
invasive cervical cancer initiated treatment within 60 days. These data have remained steady during
FY 2000 and FY 2001. For FY 2004, CDC has set a target of ensuring the start of treatment within
60 days for 92% of women diagnosed with cervical cancer and for 95% of women diagnosed with
breast cancer. For FY 2005, CDC has a set a target of ensuring the start of treatment within 60

days for 92.5% of women diagnosed with cervical cancer and for 95.5% of women diagnosed with
breast cancer. Data for FY 2002 and FY 2003 will be available in January 2003 and January 2004,
respectively.

Measure 5. Cervical: Increase the percentage of women with precancerous lesions who start
treatment within 90 days of diagnosis (includes CIN II, CIN Ill, and CIS)

For women diagnosed with precancerous cervical lesions, CDC has set a target of ensuring the

start of treatment within 90 days to 94% in 2004 and 94.5% in FY 2005. In 2000, the baseline was
established at 92.5%. In 2001, the percentage of women with precancerous lesions who started
treatment within 90 days of diagnosis was 91.7%. Data for FY 2002 and FY 2003 will be available in
January 2003 and January 2004, respectively.

Note: In regard to these timeliness-related measures (2.3—2.5), relatively small percentage increases
are proposed for future targets. Several challenges confront programs in relation to these measures,
including delays in receiving lab results for Pap testing, waiting periods for diagnostic services, and
challenges in tracking “hard to reach” women.

Ill. OMB PART Review of the National Breast and Cervical Cancer Detection
Program

OMB used the PART to review NBCCEDP in 2002. The assessment found that

1) The program provides important health screenings to a population that would otherwise
not receive these services. However, the program lacks long-term health outcome goals and
intermediate measures rather than health outcomes.

2) The program has developed new annual performance goals to focus on measuring the
contribution of its program on its target populations.
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3) While the program has relatively strong management practices, all program managers are not
held accountable for achieving the program’s stated performance goals, and the program lacks
procedures to measure or improve efficiencies.

CDC has implemented corrective action plans to resolve the deficiencies.

B. Toeacco Use PREVENTION

I. Program Description and Context

Tobacco use is the leading preventable cause of disability and death, directly contributing to the
deaths of more than 440,000 Americans each year and costing more than $75 billion annually in
direct medical costs. Every day, nearly 4,000 young people try cigarettes for the first time. Of today’s
children, 6.4 million can be expected to die prematurely if current smoking trends continue. CDC

is committed to reducing tobacco use, with an ultimate goal of reducing the burden of tobacco-
attributable disease.

CDC funding is used to

Prevent smoking initiation among youth.

Promote cessation among adults and youth.

Reduce exposure to secondhand smoke.

Eliminate tobacco-related disparities among population groups.

Promote sustainable funding for science-based comprehensive tobacco control programs.
Promote global tobacco prevention and control.

Conduct tobacco product research and information dissemination.

These goals, all of which play a role in reducing tobacco use among youth, are supported by funding
comprehensive state programs, as well as research, surveillance and evaluation, and communication
of research findings. In FY 2004 and FY 2005, CDC will continue to support comprehensive state
programs, research, surveillance and evaluation, and the communication of research findings related
to tobacco use. Through services provided by CDC, as well as research and evaluation of programs
by CDC and grantees, comprehensive state programs continue to refine operations and conduct
tobacco prevention and control activities in an increasingly efficient manner.

Comprehensive state programs, including school-based programs and local outreach efforts
effectively reduce the prevalence of tobacco use. Through the National Tobacco Control Program
(NTCP), CDC funds all 50 states, 7 U.S. territories and Freely Associated States of the Pacific, and
the District of Columbia. The purpose of NTCP is to build and maintain tobacco control programs
within state and territorial health departments for a coordinated national program to reduce the
health and economic burden of tobacco use. NTCP has these goals:

1) Prevent initiation of tobacco use among young people.

2) Promote cessation of tobacco use among youth and adults.

3) Protect the public from exposure to secondhand smoke.

4) Identify and eliminate disparities in tobacco use among populations groups.

Each of the CDC and NTCP goals relate directly to the 21 Healthy People 2070 tobacco objectives. In
addition, these goals also directly relate to the HHS Strategic Plan, goal 1: Reduce major threats to
the health and well being of Americans. Specifically they relate to goal 1.1: Reduce risky behaviors
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and other factors that contribute to the development of chronic diseases, especially diabetes and
asthma; goal 1.5: Reduce tobacco use, especially among youth; and goal 4: Enhance the capacity and
productivity of the nation’s health science research enterprise.

Best Practices for Comprehensive Tobacco Control Programs is a guidance document that translates
the Healthy People 2010 objectives into specific, science-based program components, creating the
structure for states to build upon. These components include:

Community programs to reduce tobacco use.

Chronic disease programs to reduce the burden of tobacco-related diseases.

School programs.

Enforcement.

Statewide programs.

Counter-marketing,

Cessation programs.

Surveillance and evaluation.

Administration and management.

As a result of the 1998 settlement agreement with the tobacco industry, states now have additional
resources available to devote to tobacco control. As of April 12, 2002, of the 48 states and the
District of Columbia for which data were available, 42 states have invested $637.2 million in

FY 2002 from settlement revenues, and 3 states have invested an additional $123.9 million from
cigarette excise tax revenue. Another $13.6 million in general revenues was invested by 9 states. State
investment in tobacco control totaled $774.7 million in FY 2002. Preliminary 2003 data indicate a
decline in spending for tobacco control as states have diverted funding to address budget shortfalls.

National funders of state tobacco control programs include federal agencies and private
foundations. National funders, including CDC, continue to play an important role in state-level
tobacco control efforts, with investments of $89.8 million in FY 2002. In Tennessee and the District
of Columbia, funds from national sources are the only funds being invested in tobacco control. In
12 states, funding from national sources accounted for 50% or more of the funds being invested in
that state.

For the nation as a whole, combined resources from state and national sources for state-level
tobacco control efforts in FY 2002 totaled $861.9 million, representing $3.16 per capita. However,
as of FY 2002, only six states were meeting or exceeding the Best Practices lower-estimate funding
recommendation. Two states (Arizona and Massachusetts) were not analyzed because their state
budgets had not been finalized at the time of this report.

Il. Program Performance Analysis

Goal. Reduce cigarette smoking among youth

Measure. Reduce the percentage of youth (grades 9-12) who smoke

Between 1991 and 1997, cigarette use among youth (grades 9—12) increased from 27.5% to 36.4%,
although the rate of increase in youth smoking slowed from 1995—1997. Data released from CDC’s
Youth Risk Behavior Survey in May 2002 indicate that the percentage of youth (grades 9—12) who
smoke dropped slightly to 34.8% in 1999, and dropped more significantly to 28.5% in 2001. Success
in reducing the youth smoking rate is attributed to restrictions on the tobacco industry, increased
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state funding for tobacco control programs, technical assistance from the federal government to
determine effective tobacco-control strategies, and coordination of tobacco-control efforts among
public agencies and nongovernmental organizations. The FY 2005 target is 26.5%. Data for FY 2003
will be available in May 2004. Noze: Data is released biennially.

C. ComMuNITY-BASED PREVENTION RESEARCH

I. Program Description and Context

The Prevention Research Centers (PRCs) were first authorized by Congress in 1984. Each
center conducts at least one core research project within an underserved population that has a

disproportionately large burden of death and disability. The centers work with groups as diverse as
women, adolescents, and the elderly, and in areas as geographically distinct as Harlem, Appalachia,
and the Southwest.

Expertise from the university-based PRCs is made available to health agencies, community-based
organizations, and national nonprofit organizations. The link between university research and
grassroots organizations helps promote the application of findings and results in practical, cost-
effective, and innovative community programs. CDC’s PRC program’s collaborative efforts are
highlighted in an article entitled “Observations from the CDC: Community Prevention Study (CPS):
Contributions to Women’s Health and Prevention Research.” The National Institutes of Health’s
(NIH) multi-year Women’s Health Initiative (WHI) is one of the largest U.S. studies of women’s
health. A review of the WHI CPS’s contributions indicates that this CDC-NIH collaboration is a
model for advancing the research agenda in women’s health especially because it helped accelerate
action to promote women’s health in diverse populations. Seven of the 28 PRCs also created models
to prevent heart disease, diabetes, and the consequences of osteoporosis; detect breast and cervical
cancer; and evaluate hormone replacement therapy, and dietary and vitamin supplement use in
women.

The PRCs’ future is shaped by two main endeavors: evaluation and expanded collaboration. A
project is now underway to evaluate CDC’s PRC program. Through the evaluation project, the
centers and their partners are developing models to describe the centers’ collective attributes,
designing templates for documenting the effects of the centers’ work, and establishing criteria
for judging how well aims were achieved. This evaluation plan will be used to improve program
operations and meet the accountability requirements of the program’s diverse local and national
stakeholders. Initiatives are also underway to increase collaboration with federal and non-
federal partners. For example, the PRCs are developing ways to strengthen partnerships with the
Association of State and Territorial Chronic Disease Directors and the Association of State and
Territorial Directors of Health Promotion and Public Health Education. The PRCs also continue to
encourage community partners throughout the country to contribute to prevention research.

The PRCs serve as a national resource for developing effective prevention strategies and applying
those strategies at the community level. Their activities support Goal 4 of the HHS Strategic Plan:
Enhance the capacity and productivity in the nation’s health science research enterprise. The work
of the PRCs contributes to the Healthy People 2010 efforts and is directly related to objective 23-17:
Increase the proportion of federal, tribal, state, and local public health agencies that conduct or
collaborate on population-based prevention research.
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Il. Program Performance Analysis

Goadal. Support prevention research to develop sustainable and transferable community-based
behavioral interventions

Measure. Ensure that at least one PRC in each HHS region establishes research priorities and
develops interventions in collaboration with a constituent community

CDC achieved the FY 2002 target of ensuring that at least one research project per PRC is aimed at
closing the gap between research and practice. To move to outcome-oriented measures, this measure
was eliminated in FY 2003. However, CDC will continue to monitor progress in this area internally.

D. HearT DiSEASE AND STROKE

I. Program Description and Context

Cardiovascular disease (CVD)—primarily heart disease and stroke—is the nation’s number one killer
of men and women across all racial and ethnic groups. More than 39% of deaths in the United
States (900,000 each year) are directly attributable to heart disease and stroke. Associated annual
costs of heart disease and stroke exceed $351 billion. Major disparities exist among populations with
a disproportionate burden of death and disability from heart disease and stroke occurring in racial/
ethnic populations such as African Americans.

The number of people with CVD is likely to increase as the population ages, particularly in
populations with uncontrolled high blood pressure, a major risk factor for both heart disease

and stroke. While high blood pressure cannot be cured, levels can be controlled with appropriate
treatment. Among hypertensive patients, the prevalence of uncontrolled high blood pressure is
70%, and there is evidence that many high risk patients do not receive treatment in compliance with
science-based guidelines. Treatments exist for both heart attack and stroke, but prompt emergency
treatment within a few hours after the onset of symptoms is key to reducing disability and death.
Almost 47% of heart disease deaths and 48% of stroke deaths occur before emergency services
arrive; many of these deaths could be reduced if the public recognized symptoms and responded
quickly by seeking emergency care.

The development of an effective nationwide heart disease and stroke prevention program would
promote health systems policy changes that encourage the appropriate treatment of high blood
pressure, high cholesterol levels, stroke, and heart disease. This would help achieve the long-term
goals of reducing death and disability due to heart disease and stroke; eliminating health disparities;
and delaying the age of onset of heart disease and stroke and associated morbidity and disability.

In its first four years, CDC’s Heart Disease and Stroke Prevention Program funded states to focus
on policy and environmental actions to increase heart-healthy nutrition and physical activity habits
and promote cardiovascular health. This focus has expanded to emphasize the prevention and
treatment of high blood pressure, high cholesterol, heart disease, and stroke, improve emergency
response, improve the quality of care, and increase the public’s knowledge of signs and symptoms.

In FY 2003, CDC will fund 33 states including the District of Columbia. Of these states, 22
receive funding for capacity building and 11 states receive funding for basic implementation
programs. In line with the program’s expanded focus, new performance measures are required to
evaluate each state’s ability to promote changes to ensure the prevention and treatment of high
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blood pressure, high cholesterol, heart disease and stroke in the public, among high-risk patients,
healthcare providers, and in healthcare settings. These performance measures for FY 2004 will
include (1) reducing the proportion of heart disease and stroke deaths that occur pre-transport, and
(2) reducing the prevalence of uncontrolled high blood pressure among high-risk populations and
patients with hypertension in community health centers and other health provider partners.

CDC’s nationwide heart disease and stroke prevention program will place an additional focus on
stroke treatment and prevention, which includes preventing the major risk factor for stroke—
uncontrolled high blood pressure. Because there is little state and national data to monitor
improvements in heart disease, stroke, high blood pressure, and high cholesterol, CDC will develop
registries and new surveillance systems to increase the surveillance capacity of state programs. CDC
has established the Paul Coverdell National Acute Stroke Registry; its purpose is to reduce death and
disability associated with stroke and to improve the quality of care and life among stroke survivors.

In addition to these activities, CDC also translates prevention science into strategies and practices;
defines and conducts public health research and evaluation; and monitors changes in heart disease
and stroke risk factors, program outcomes, and policy and environmental indicators.

CDC also partners and collaborates with national organizations and other federal agencies to
increase public awareness of symptoms for both heart attack and stroke; promote standard of care
guidelines among healthcare providers for the treatment of high blood pressure, high cholesterol,
heart disease, and stroke; and educate patients to have a more informed role in treatment
management. CDC seeks to develop and enhance national and state partnerships and public health
capacity to improve cardiovascular health (CVH) and prevent and control CVD. CDC’s crosscutting
approach to preventing both heart disease and stroke includes collaboration with other CDC
divisions on the prevention of behavioral risk factors such as tobacco use, physical inactivity, and
poor nutrition, and on the control of diabetes.

Partnership and collaboration are the keys to CDC’s program efficiency, often maximizing resources
through collaboration with partners. For example, the Healthy People 2010 partnership of CDC

with the American Heart Association/American Stroke Association; the Center for Medicare and
Medicaid Services; HHS” Office of Public Health and Science, Office of Disease Prevention and
Health Promotion; the National Institutes of Health (NIH), National Heart, Lung, and Blood
Institute; NIH’s National Institute of Neurological Disorders and Stroke; and the Indian Health
Service provide an inter-agency focus on specific national Healthy People 20710 objectives related

to reducing heart disease, stroke, high blood pressure, and high cholesterol. Health disparities in
American-Indian and in African-American populations are targeted through collaborations between
CDC and the Indian Health Service and the International Society for Hypertension in Blacks.
Collaborations involving the control of hypertension include those with the Veterans Administration
and with the Health Resources and Services Administration.

CDC’s national and state-level health communication programs about symptom awareness and the
need to call 911 for emergency transport to reduce pre-transport heart disease and stroke deaths
also address national objectives indicated in Hea/thy People 2070. They include reducing coronary
heart disease deaths; increasing the proportion of adults aged 20 years and older who are aware

of the early warning symptoms and signs of a heart attack and the importance of accessing rapid
emergency care by calling 911; increasing the proportion of adults aged 20 years and older who
call 911 and administer cardiopulmonary resuscitation (CPR) when they witness an out-of-hospital
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cardiac arrest; reducing stroke deaths; and increasing the proportion of adults who are aware of the
early warning symptoms and signs of a stroke.

CDC:s collaboration activities to reduce the prevalence of uncontrolled high blood pressure among
high-risk populations and patients with hypertension also address national Healthy Pegple 2010
objectives to reduce the proportion of adults with high blood pressure; increase the proportion

of adults with high blood pressure whose blood pressure is under control; increase the proportion
of adults with high blood pressure who are making behavior changes to help control their blood
pressure; and increase the proportion of adults who have had their blood pressure measured and can
state whether it was high or normal. Federally Qualified Community Health Centers are inherent to
these objectives because they reach high-risk populations including uninsured and poorer population
groups that may not typically have their healthcare needs met.

Program activities are in accordance with objectives of goals 1, 3, and 4 of the HHS Strategic Plan:
reduce the major threats to the health and well-being of Americans; increase the percentage of the
nation’s children and adults who have access to regular healthcare and expand consumer choices; and
enhance the capacity and productivity of the nation’s health science research enterprise.

Il. Program Performance Analysis

Godal 1. Increase the capacity of state cardiovascular health programs to address prevention of
cardiovascular disease at the community level

Measure. Increase the number of states with five of the seven heart disease and stroke
prevention capacities

CDC has expanded its efforts to protect Americans from cardiovascular disease. In FY 2002,

CDC exceeded its own target with 22 states achieving five of the seven heart disease and stroke
prevention capacities. In FY 2003, this measure was eliminated because performance indicators that
measure the impact or outcomes of the program were added.

Goal 2. Reduce death and disability due to heart disease and stroke and eliminate disparities

Measure 1. Reduce the proportion of heart disease and stroke deaths that occur before transport
to emergency services

Program activities are in place to achieve the performance measure of decreasing the proportion
of heart disease and stroke pre-transport deaths. They include national and state-level health
communication programs about symptom awareness and the need to call 911 for emergency
transport. To date, intra and inter-state stroke networks, coalitions, and sign and symptoms
campaigns have been developed. In FY 2003, states began and will continue to assess public
awareness for stroke and heart disease symptoms at the state level. Health communications tools to
enhance sign and symptoms campaigns are being developed to help states reduce the proportion of
heart attack and stroke deaths which occur before transport to emergency services. In FY 2003, the

proportion of heart disease and stroke deaths that occur before transport to emergency services was
50%. In FY 2004 and FY 2005, CDC proposes to reduce that proportion to 45%.

States are already documenting prevention achievements. Intra and inter-state stroke networks and
coalitions have been developed. In FY 2003, states have begun and will continue to assess public
awareness of stroke and heart disease symptoms at the state level. Health communications tools to

II-36



B. Chronic Disease Prevention and Health Promotion

enhance signs and symptom campaigns are being developed to help the states reduce the proportion
of heart attack and stroke deaths which occur before transport to emergency services.

Measure 2. Reduce the prevalence of uncontrolled high blood pressure (>140/90) among
patients with hypertension, especially among populations at high risk, in states that collaborate
with community health centers

Program activities to achieve the performance measure of reducing the prevalence of uncontrolled
high blood pressure among high-risk populations and patients with hypertension include
collaborations between states and their Federally Qualified Community Health Centers, which
provide healthcare to underserved, uninsured, and minority populations. To date, states have
assisted health centers in conducting needs assessments, and providing hypertension trainings

and educational assistance for providers related to national guidelines for hypertension care and
prevention. Some states have also developed a stroke task force, which will further promote stroke
prevention in the community health centers. For FY 2004 and FY 2005, CDC proposes to reduce
the prevalence of uncontrolled high blood pressure (above 140/90) to 45% from a baseline of 50%
in FY 2002, among patients with hypertension, especially among populations at high risk, in states
that collaborate with community health centers.

E. DIABETES

I. Program Description and Context

Over 18 million Americans suffer from diabetes, and the number of new cases is increasing steadily
by approximately 1 million per year. Diabetes is now the sixth leading cause of death in the United
States, and costs the nation nearly $132 billion a year. Diabetes can cause heart disease, stroke,
blindness, kidney failure, pregnancy complications, amputations of the leg, foot, and toe, as well

as deaths related to flu and pneumonia. Particularly at risk are the 5 million Americans who are
unaware that they have the disease. The number of U.S. adults with diagnosed diabetes (including
women with gestational diabetes) has increased 61% from 1991. CDC further estimates that the
number of Americans with diagnosed diabetes will increase from 11 million to 30 million between
2000 and 2050.

Diabetes is the primary cause of new cases of blindness, non-traumatic amputations, and kidney
failure in adults. Diabetes is the leading cause of non-traumatic lower extremity amputations,

yet over half of the over 80,000 amputations that occur annually could be prevented through
appropriate preventive care and treatment. Each year, 12,000 to 24,000 people in this country
become blind because of diabetic eye disease. Regular eye exams and timely treatment could prevent
up to 90% of diabetes-related blindness.

CDC’ National Diabetes Control Program conducts health promotion and disease prevention
activities to improve the quality of care that health systems provide to persons with diabetes. The
program activities support and promote preventive healthcare services proven to be effective in
reducing the onset and progression of diabetes-specific complications. The diabetes program is a
multifaceted, science-driven public health program that

® Monitors the extent of the diabetes problem in the United States through surveillance.

® ‘Translates research findings into clinical and public health practice.

® Conducts state-based diabetes control programs.
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® Provides information to increase public awareness about how to control diabetes.

CDCs diabetes program is based on the prevailing science for diabetes prevention and control
which demonstrates that many of the serious diabetes-related complications, such as blindness,
kidney failure, and lower-limb amputations, may be prevented. CDC translates the results

of rigorous clinical studies into widespread public health applications in health systems and
communities by conducting applied research (to turn scientific results into action) and by funding
state health departments (to operate state-based diabetes control programs). CDC works with state
health departments and other partners to improve the health of people with diabetes through
strategies such as improving nutrition, increasing physical activity, controlling blood glucose levels,
and improving access to proper medical treatment.

In FY 2003, CDC funded diabetes prevention and control programs (DPCPs) in 24 states at a basic
implementation level and 27 states (including the District of Columbia) at the capacity building
level. Basic implementation DPCPs are expected to expand the basic core activities to function
throughout the state. Basic implementation DPCPs are showing measurable success. For example,
over a 2-year period, the New York DPCP, which collaborates with 14 regional community coalitions
and 3 diabetes centers of excellence, reduced hospitalization rates by 35% and decreased lower-
extremity amputations rates by 39%. In Michigan, a long-standing DPCP has produced a 45% lower
rate of hospitalizations, a 31% lower rate of lower-extremity amputations, and a 27% lower death
rate for participants.

CDC collaborates with NIH, developing and implementing the National Diabetes Education
Program (NDEP), which has a network of more than 200 public and private partners. NDEP
increases awareness about diabetes and its control among healthcare providers and people at risk for
diabetes. NDEP also develops interventions and materials to improve diabetes care and prevention,
especially in communities with a high burden of the disease. CDC also works with the Health
Resources and Services Administration in conducting the Diabetes Collaborative to improve the
diabetes care by fostering excellence in federally funded health center systems. CDC also partners
with national voluntary organizations, such as the American Diabetes Association, the American
Public Health Association, and the Association of State and Territorial Health Officers to further its
mission.

To measure the program’s impact in reducing diabetes-related complications, CDC established
several national program objectives focused on critical preventive care practices people with diabetes
should receive to deter the progression of complications. These intermediate outcome measures
include increasing the percentage of people with diabetes who receive the recommended foot and
eye exams, Alc testing, and pneumococcal and influenza immunizations.

The state DPCPs are demonstrating success in achieving these objectives and are moving toward

the national goals. For example, The California Diabetes Control Program, in partnership with
California’s Medicare, helped five of seven plans significantly increase flu vaccination rates by 16%
to 25% for persons with diabetes who were likely not to have been vaccinated previously. This effort
is part of CDC’s national media campaign to educate people with diabetes on their increased risk
for other illnesses. The campaign is based on research that indicates that people with diabetes are
about three times more likely than people without the disease to die with complications of the flu.
Currently, 10,000 to 30,000 people with diabetes die each year with complications of the flu and

pneumonia.
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In FY 2004 and FY 2005, CDC will continue building the nation’s diabetes prevention and control
programs by increasing the number of states funded at the basic implementation level and by
expanding the depth and breadth of primary prevention applied research and state-based pilot
projects underway. CDC will continue to support national efforts such as Healthy People 2070 and the
HHS Strategic Plan. CDC, in collaboration with NIH, co-directed the development of the objectives
in the Healthy People 2070 Diabetes Chapter and is actively engaged in monitoring and updating the
objectives. CDC activities are in accordance with objectives of goals 1, 3 and 4 of the HHS Strategic
Plan: reduce the major threats to the health and well being of Americans; increase the percentage of
the nation’s children and adults who have access to regular healthcare and expand consumer choices
(Eliminate racial and ethnic disparities); and enhance the capacity and productivity of the nation’s
health science research enterprise.

Il. Program Performance Analysis

Goal. Increase the capacity of state diabetes control programs to address the prevention of
diabetes and its complications at the community level

Measure 1. For states receiving CDC funding for diabetes prevention and control programs
(DPCPs), increase the percentage of persons with diabetes who receive annual eye and foot
exams

This report reflects a significant change in the way in which CDC analyzes the Behavioral Risk
Factor Surveillance System (BRESS) data for the measure assessing increase in foot and eye exams
among people with diabetes. Rather than focusing solely on basic implementation DPCPs, CDC
now analyzes data from all the basic implementation and capacity building DPCPs participating in
the BRESS. CDC is now also using adjusted data rather than crude data. These revisions have been
made to clarify some of the performance measurement challenges revealed by the OMB PART
under which the diabetes program was reviewed in FY 2003.

In FY 2002, the percentage of persons with diabetes who received annual eye and foot exams was
64.2% and 66.6%, respectively. Data for FY 2003 will be available in October 2004.

CDC continues to work with the state DPCPs to influence the preventive care practices of health
systems and to inform providers and persons with diabetes about the importance of receiving
annual eye exams to discover and treat diabetes-related eye disease in the earliest stages.

Note: Only the 16 states funded at the basic implementation level are included in the actual
performance data analysis up through FY 2001.

Measure 2. For states receiving CDC funding for DPCPs, increase the percentage of persons with
diabetes who receive at least two A1c measures per year

Beginning in FY 2004, CDC introduced a new measure to capture funded states progress in
increasing Alc testing rates to the recommended level. The Alc (A-one-C) test (short for
hemoglobin Alc) measures blood glucose (sugar) control over the last 3 months. The suggested
target for people with diabetes is 7%; however, many people with diabetes have levels of 9% or
higher. Reducing blood glucose levels by just 1% among people with diabetes reduces their risk
for microvascular complications (eye, kidney, and nerve disease) by 40%. This measure reflects
the evolution of CDC’s National Diabetes Program focus from process outcomes to intermediate
impact outcomes. In FY 2004 and FY 2005, CDC proposes to increase the percentage of persons
with diabetes who receive at least two Alc measures per year in states receiving CDC funding to
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72.5% from the 2000 baseline of 62.0%. Data for FY 2004 and FY 2005 will be available in October
2005 and October 2000, respectively.

Measure 3. Increase the number of DPCPs that promote health system approaches among those
who are at high risk for developing diabetes (New initiative)

Measure 4. In states with prediabetes programs, increase the proportion of people with
prediabetes who engage in diabetes prevention practices (New initiative)

Effective FY 2004, CDC has increased from zero (FY 2002) to 5 the number of DPCPs that
promote health system approaches to prevent diabetes among those at high risk for developing
diabetes. In addition, CDC seeks to increase the proportion of people with pre-diabetes who
engage in diabetes prevention practices. This will provide comprehensive data for program planning.
CDC’s FY 2005 initiative focuses on pre-diabetes and obesity by supporting pilot programs to
prevent obesity and the onset of diabetes and implementing interventions for physical activity and
healthful diets in states and communities. These programs will target populations at highest risk for
developing type 2 diabetes, especially racial and ethnic minorities.

lll. OMB PART Review of the Diabetes Program

In FY 2002, OMB used the PART to review CDC’s diabetes program and found that

1) While the program does not yet have long term measures, it has made substantial progress in
developing long term outcome measures and modifying its annual performance measures to
reflect output rather than process goals.

2) The program has made progress in achieving its annual performance goals and some efficiencies
in its program operations.

3) The management of this program is fairly strong with processes and procedures in place to
review the efficiency of its operations.

4) There is no explicit mechanism that links the program budget to the achievement of the
program’s stated performance goals.

(Source: www.whitehouse.gov/omb/budget/fy2004/pma.html)

F. NATIONAL PROGRAM OF CANCER REGISTRIES

I. Program Description and Context

The mission of CDC’s National Program of Cancer Registries is to
® Provide funds to states and territories to improve existing cancer registries.

® Plan and implement registries where they do not exist.
® Develop model legislation and regulations for states to enhance the viability of registry
operations.

Set standards for data completeness, timeliness, and quality; provide training for registry
personnel.
® Help establish a computerized reporting and data-processing system.

Cancer is the second leading cause of death among Americans. In 2003, an estimated 556,500
Americans will die of cancer, and approximately 1.3 million new cases of cancer will be diagnosed.
The United States spends an estimated $156.7 billion annually on cancer care, including healthcare
expenditures and lost productivity from illness and death. CDC’s National Program of Cancer
Registries (NPCR) is a fundamental component of CDC’s state-based cancer control strategy. Passed
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by Congress in 1992, the Cancer Registries Amendment Act, Public Law 102-515, authorized CDC
to implement a program to provide funds and guidance to supplement state health department
efforts toward establishing or enhancing central cancer registries. Currently, CDC supports registries
in 45 states, the District of Columbia, and 3 U.S. territories and Freely Associated States of the
Pacific. CDC also provides training in data collection, analysis, interpretation, and quality assurance
for completeness, timeliness, and quality.

NPCR has made it possible for most states to collect a standard set of data elements on all cancer
cases for each year. Collection of complete data is critical to the program. Cancer registries help
states report on cancer trends, assess program impact, identify cancer clusters, and respond to public
inquiries and reports of suspected increased cancer occurrence.

To maximize the benefits of state-based cancer registries, CDC implemented the NPCR-Cancer
Surveillance System (NPCR-CSS) for receiving, assessing, enhancing, aggregating, and disseminating
data from NPCR programs. This system of cancer statistics has provided valuable feedback to

help state registries improve the quality and usefulness of their data. By summarizing regional- and
national-level data, NPCR will facilitate the study of rare cancers; cancer in children and racial and
ethnic minority populations; and occupation-related cancer.

NPCR activities support objective 3-14 of Healthy People 2070: increase the number of states that
have a statewide population-based cancer registry that captures case information on at least 95%
of the expected number of reportable cancers. Activities are also supportive of goal 2 of the HHS
Strategic Plan: enhance the ability of the nation’s public health system to effectively respond to
bioterrorism and other public health challenges.

Il. Program Performance Analysis

Godl. Improve the quality of state-based cancer registries

Measure. Increase the percentage of states funded by CDC’s NPCR that report at least 95% of
unduplicated, expected cases of reportable cancer in state residents in a diagnosis year

CDC supports 45 state registry programs and the District of Columbia: 44 for basic implementation
of established central registries and 2 for capacity building. According to NPCR data for January
2003 (for cancer cases diagnosed in 2000), 61% (28 of 46) NPCR states were at least 95% complete
within 24 months of the close of the diagnosis year. Although this target was unmet, more than
80% of NPCR states were over 90% complete within 24 months of the close of the diagnosis year.
Data from these registries are scheduled for inclusion in the 2003 United States Cancer Statistics.

NPCR is working closely with states that have failed to meet program standards or achieve

North American Association of Central Cancer Registries (NAACCR) certification, including an
assessment of the individual standard the state may have failed to achieve. Project officers work with
each state to develop a plan of action to address compliance with the standard and monitor progress
toward achieving both NPCR program standards and NAACCR certification. CDC eliminated this
measure in 2003, but will continue to measure program performance internally.
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G. HIV PRreveNTION AMONG ScHooL-AGED YOUTH

I. Program Description and Context

CDC’s HIV Prevention Among School-Aged Youth Program works to reduce the number of

new cases of HIV infections among our nation’s young people. CDC also works to integrate the
prevention of sexually transmitted diseases (STDs) and unintended pregnancies into the HIV
prevention program. Significant increases in the HIV epidemic in the United States during the last
decade have disproportionately affected adolescents and young adults who can benefit from school-
and university-based HIV prevention programs. CDC supports programs to prevent HIV infection
among young people through schools, organizations that serve youth in high-risk situations (YHRS),
and colleges.

In the United States, the greatest impact of HIV-related death is on young and middle-aged adults,
particularly racial and ethnic minorities. Thirteen percent of HIV infections in 29 states with HIV
reporting have been diagnosed among young people ages 13 to 24. The majority of these infections
are acquired through sexual contact. In 2000, HIV/AIDS was the sixth leading cause of death for
Americans between the ages of 25 and 34; many of these infections were acquired in the teens and
twenties.

About 53 million young people attend more than 119,000 schools across our nation. Because of the
size and accessibility of this population, school health programs are one of the most efficient means
of preventing new HIV infections among young people. Scientific evaluations of school-based HIV
prevention programs have shown that these programs are cost-effective and decrease sexual risk
behaviors among high school students. These same studies show that the programs do not increase
sexual activity among students.

CDC funds several programs to enable its constituents to implement adolescent and school health
programs. CDC funds state, territorial and local education agencies, and national nongovernmental
organizations to provide HIV prevention programs for school-aged youth and youth in high risk
situations. These programs provide young people with the skills and knowledge needed to avoid
infection with HIV, STDs, and unintended pregnancies.

The long-term goals of CDC’s HIV prevention program among school-aged youth are as follows:

® Reduce HIV, STDs, and unintended pregnancies among school-aged youth.

® Increase the proportion of adolescents (grades 9-12) who abstain from sexual intercourse or use
condoms if currently sexually active.

Strengthen existing HIV prevention programs serving schools and youth-serving agencies.
Strengthen programs to reach out of school youth.

Support the implementation of STD prevention programs in schools.

Increase efforts to reduce risk behaviors among youth in high-risk situations.

Since 1987, CDC has supported training for more than one million teachers and other school
personnel to implement HIV prevention education in schools. Between 1991 and 1997, the
percentage of high school students receiving HIV education in school increased from 83% to 92%
and then leveled off to 89% in 2001. In that same period, the Youth Risk Behavior Survey (YRBS)
has shown a promising trend, stating that from 1991 to 2001:

® The percentage of high school students who had ever had sex decreased from 54% to 46%.
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® The percentage of students who used a condom at last intercourse increased from 46% to 58%,
leveling off by 2001.

® The percentage of students who had sexual intercourse with four or more people during their
life decreased from 19% to 14%.

While this trend is encouraging, many adolescents still engage in behaviors that put them at risk for
HIV infection. CDC currently supports 48 states, 7 territorial, and 18 large city education agencies
to help schools implement HIV prevention programs to teach young people to avoid HIV risk
behaviors. In 2001, these efforts helped ensure that 89% of all high school students received HIV
prevention education. CDC intends to continue working with its funded partners to ensure that at
least 90% of all high school students receive HIV prevention education during FY 2004 and FY
2005. Supporting these efforts, CDC funds 58 national, nongovernmental organizations to help
implement HIV prevention programs among youth in schools, YHRS, and college students.

CDC believes these education efforts will lead to reduced sexual risk behaviors among our nation’s
youth. In FY 2004 and FY 2005, CDC is working to increase the proportion of adolescents (grades
9—12) who abstain from sexual intercourse or use condoms if currently sexually active.

Scientific evaluations of school-based HIV prevention programs have shown that these programs
are cost-effective and decrease sexual risk behaviors among high school students. These same studies
show that the programs do not increase sexual activity among students. For example, a recent study
of a school-based program revealed that for every dollar invested in the program, $2.65 in total
medical and social costs was saved and more significantly the program prevented new cases of
HIV/STD infections.

CDC recognizes the importance of local decision-making in our nation’s education system and has
based its program in providing sound scientific information to organizations that work with schools
to help state and local decision-makers, local communities, and parents make decisions about a
variety of health issues in our nation’s schools.

CDCs activities relate to two other national efforts to prevent HIV infection among school-aged

youth including

e HHS Strategic Plan Goal 1: reduce the major threats to the health and well-being of Americans.
Specifically: reduce the proportion of adolescents engaged in sexual activity, the proportion of
persons engaged in unsafe sexual behaviors, and unintended pregnancies.

®  Healthy People 2010 Leading Health Indicator 25-11: increase the proportion of adolescents who
abstain from sexual intercourse or use condoms if currently sexually active.

Il. Program Performance Analysis

Goal. Reduce the percentage of HIV/AIDS-related risk behaviors among school-aged youth
through dissemination of HIV prevention education programs

Measure 1. Achieve and maintain the percentage of high school students who are taught about
HIV/AIDS prevention in school to 90% or greater

Data from the 2001 national YRBS demonstrate that 89% of high school students have been taught
HIV/AIDS prevention in school (FY 2001 target was 90% or higher). The 2001 data indicate that
this measure has remained stable since 1997 (92%) and that the small fluctuations in 1999 (91%)
and in 2001 (89%) are not significantly different from time to time when considering the confidence
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intervals associated these sample data. CDC will continue to analyze these data and evaluate the
policies, programs, and strategies in place to continuously improve the effectiveness of school-based
HIV/AIDS prevention education. This measure is highly relevant and important to prevention
efforts. Noze: Data are released biennially.

Measure 2. Increase the proportion of adolescents (grades 9-12) who abstain from sexual
intercourse or use condoms if currently sexually active

Data from the 2001 national YRBS demonstrate that 86% of all adolescents ('Y 2001 target was
89%), 85% of African-American adolescents (FY 2001 target was 87%), and 84% of Hispanic
adolescents (FY 2001 target was 88%) abstained from sexual intercourse or used condoms if
sexually active. Progress has been made from 1991 to 2001. CDC will continue to review, analyze,
and discuss the possible reasons for not reaching the FY 2001 targets, in consultation with our
funded states, cities, and national nongovernmental organizations, and will make programmatic
adjustments as needed to improve program effectiveness required to reach the stated targets. Data
for FY 2003 and FY 2005 will be available in July 2004 and July 2000, respectively.

H. MoNITORING Risk BEHAVIORS

I. Program Description and Context

The Behavioral Risk Factor Surveillance System (BRESS) is a unique, state-based telephone survey
through which states routinely collect information on behavioral risk factors and demographics.
Active in all 50 states, 3 U.S. territories and Freely Associated States of the Pacific, and the District
of Columbia, BRFSS is the primary source of information (for many states it is the only source)
on risk behaviors that contribute to the leading causes of death among U.S. adults. For almost 20
years, BRESS has been the backbone of surveillance for chronic disease prevention and health
promotion. CDC provides funding, consults with state staff, edits and processes the data from each
state’s monthly interviews, and returns prevalence information and reports to states for their use.
Nationwide, BRFSS conducts about 200,000 interviews per year.

States use BRESS data to make program decisions, target resources, monitor and evaluate program
performance, educate the public, and alert public officials to health risks and disease prevalence.
More than 60% of states use BRIFSS data to set health objectives, prepare planning documents,

and design disease prevention programs. Nearly two-thirds of states use BRFSS data to support
legislative efforts (e.g., tobacco-related legislation). Although BRFSS was designed to produce state-
level estimates, data have been used in research studies and combined across states, for example, to
estimate the extent of alcohol and tobacco use among pregnant women. Alabama used BRESS data
to support legislation restricting indoor smoking and mandating seatbelt use; Maryland determined
priorities for Healthy Maryland 2010; and Michigan developed, implemented, and evaluated programs
to reduce the risk of CVD. Following the September 11, 2001, attack on the World Trade Center,
Connecticut, New Jersey, and New York added questions to BRFSS to analyze the emotional and
psychological impact of the disaster. In Arkansas, BRFSS data assessing the correlation between
physical activity and hypertension among black women have been used to target special intervention
and education programs.

BRESS is a primary data source of information for many of the Healthy People 2070 objectives.
BRESS directly coincides with the data and information objectives of chapter 23. Activities are in
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accordance with goal 2 of the HHS Strategic Plan: enhance the ability of the nation’s public health
system to effectively respond to bioterrorism and other public health challenges.

Il. Program Performance Analysis

Goal. Help states monitor the prevalence of major behavioral risks associated with premature
morbidity and mortality in adults to improve the planning, implementation, and evaluation of
health promotion and disease prevention programs

Measure. Increase the number of states participating in BRFSS that complete 4,000 telephone
interviews per year

Meaningful estimates from BRFSS data depend on an adequate sample size of respondents. At
present, sample sizes in states range from approximately 1,700 to approximately 7,500. A sample
size of 4,000 completed interviews per state per year is adequate to measure progress towards

state goals and Healthy People 2070 objectives and to monitor prevalence among certain population
groups in terms of race, ethnicity, and age. A sample size of 4,000 permits better identification of
geographic and demographic variations in health risk behaviors which programs can use to target
interventions. In FY 2002, 38 states had a sample size of at least 4,000 completed interviews, thus
achieving its target. FY 2002 data was released in April 2003. Detailed information regarding BRFSS
is in Appendix D.

I. NutriTION, PHYsicaL AcTivity AND OBESITY

I. Program Description and Context

The purpose of CDC’s Nutrition, Physical Activity and Obesity (NPAO) program is to prevent

and control obesity and other chronic diseases by supporting states in the development and

implementation of science-based nutrition and physical activity interventions. Major program areas

are

® Balancing caloric intake and expenditure.

® Improved nutrition through increased breast-feeding and increased consumption of fruits and
vegetables.

® Increased physical activity.

® Reduced television time.

Through its NPAO Program, CDC addresses the role of nutrition and physical activity in improving
the public’s health and preventing and controlling chronic diseases. The scope of activities

includes epidemiological and behavioral research, surveillance, training and education, intervention
development, health promotion and leadership, policy and environmental change, communication
and social marketing, and partnership development.

Obesity in the United States is truly epidemic. In the last 10 years, obesity rates have increased by
more than 60% among adults. Approximately 59 million adults, or 31% of the adult population,
are obese; and more than 60% of adults are now overweight or obese. Furthermore, the epidemic
is not limited to adults: since 1980, obesity rates have doubled among children and tripled among
adolescents. Of children and adolescents aged 6—19 years, 15% (about 9 million young people) are
overweight.
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People who are overweight are at increased risk for heart disease, high blood pressure, diabetes,
arthritis-related disabilities, and some cancers. In 2000, the cost of obesity in the United States was
estimated to be $117 billion, of which $61 billion was for direct medical costs and $56 billion for
indirect costs. Promoting regular physical activity and healthy eating and creating an environment
that supports these behaviors are essential to reducing the epidemic of obesity.

Physical inactivity and unhealthy eating contribute to obesity, cancer, cardiovascular disease, and
diabetes. Together, they are responsible for at least 300,000 preventable deaths each year. Despite
the proven health benefits of physical activity, more than 60% of American adults do not engage
in levels of physical activity necessary to provide health benefits. More than 25% are not active at
all in their leisure time. Activity decreases with age and is less common among women than men
and among those with lower income and less education. Insufficient physical activity is not limited
to adults. More than a third of young people in grades 9—12 do not regularly engage in vigorous
physical activity. Daily participation rates in high school physical education classes dropped from
42% in 1991 to 32% in 2001.

Research shows good nutrition lowers the risk for many chronic diseases, including obesity, heart
disease, stroke, some types of cancer, diabetes, and osteoporosis. Although Americans are slowly
adopting healthier diets, a considerable gap remains between recommended dietary intake and what
Americans actually eat. Only about one-fourth of U.S. adults eat the recommended five or more
servings of fruits and vegetables each day. Moreover, unhealthy eating habits are often established
during childhood. More than 60% of young people eat too much dietary fat, and less than 20% eat
the recommended five or more servings of fruits and vegetables each day.

CDC NPAO Program activities have focused on building state capacity to develop and implement

state nutrition and physical activity interventions, particularly through population-based strategies

such as policy-level change, physical environmental approaches that promote physical activity and

healthy eating, and the social marketing planning process. From FY 2000 to FY 2002, 12 state health

departments were funded to build capacity. These states began the process to

® Develop plans for targeted populations.

® Develop appropriate internal and external partnerships to carry out the plans.

® Develop, conduct, and evaluate nutrition and physical activity intervention projects in the
populations.

When states establish core capacity, they will develop and implement large-scale nutrition and

physical activity programs. Implementation programs will

e [Expand effective pilot interventions to include a full range of interventions in communities.

® Expand partnerships with other health department units and external partners to maximize
impacts of the statewide program.

® Implement all aspects of the state plan and review and update the plan periodically.

With FY 2003 appropriations, CDC has funded 17 states to build capacity, and 3 states to implement
large-scale programs.

In addition to financial assistance to states, CDC is providing national leadership and technical
assistance to state-based NPAO programs by

e Coordinating national surveillance activities.

® Monitoring data quality of national surveillance systems.
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® Assisting with analyses and interpretation of findings from qualitative and quantitative research.

® Assisting in the social marketing process, guiding program evaluation, and sharing community,
environmental and policy strategies to promote physical activity and healthy eating.

® [unding and disseminating relevant state-of-the-art research findings and recommendations
(such as analyses found in ““The Guide to Community Preventive Services”) related to obesity.

e Coordinating national-level partnerships with relevant organizations and agencies involved in the
promotion of physical activity and nutrition for the prevention and control of obesity and other
chronic diseases.

CDC has devised a logic model that describes the national program to prevent and control obesity
and other chronic diseases. This model is used as a tool to guide the evaluation of the program and
the development of the program performance measures. Because the NPAO Program has been

in existence for 3 years, the selected performance measures currently focus on process and impact
objectives. The goals of this program are to improve dietary intake and physical activity levels, and
decrease obesity and chronic diseases. The program will achieve these long-term outcomes through
effective community interventions developed using evidence-based, scientific resources, state and
community policies and environmental supports, and increased and sustainable resources from
states and other partners mobilized and targeted for nutrition and physical activity. The performance
measures will assess the number of interventions for nutrition and physical activity that are
implemented and evaluated in funded states.

The NPAO Program supports the HHS Strategic Plan’s goal 1: reduce the major threats to the
health and well being of Americans, objective 1: reduce risky behaviors and other factors that
contribute to the development of chronic diseases, especially diabetes and asthma; goal 3, objective
4: eliminate racial and ethnic disparities; and goal 4, objective 1: advance the understanding of basic
biomedical and behavioral science and how to prevent, diagnose, and treat disease and disability. In
addition, the program relates to the achievement of two leading health indicators (physical activity
and obesity), and 37 Healthy People 2010 objectives.

Il. Program Performance Analysis

Goal. Decrease levels of obesity, or reduce the rate of growth of obesity, in communities through
nutrition and physical activity interventions

Measure. Increase the number of nutrition and physical activity interventions that are
implemented and evaluated in funded states

During the first 3 years of the program, the 12 funded states have been developing statewide
action plans and initiating and evaluating interventions. State partners include public health
organizations, food producers and marketers, medical and education providers, parks and
recreation, transportation, urban planning, local media, and communities. All 12 states are currently
implementing and evaluating nutrition and physical activity health promotion interventions to
address overweight and chronic disease in specific populations. Results will include a number of
refined programs, ready for adoption by other states and communities. Funded states are also
improving their capacity to address the physical activity, nutrition and obesity prevention goals in
part by working across programs such as diabetes, cardiovascular disease, asthma, school health,
the Supplemental Food Program for Women, Infants and Children, as well as other programs that
benefit from overweight prevention and control.
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Evidence-based programs that work to promote healthy eating, physical activity, healthy weight and
breast-feeding are identified and disseminated through CDC’s efforts to train the public health work
force. The Task Force on Community Preventive Services published six effective interventions to
promote physical activity. An evidence-based chapter on effective obesity prevention for the Guide
on Community Preventive Services was published in late 2003. Other documents that elaborate strategic
plans include Guidelines for Comprehensive Programs to Promote Healthy Eating and Physical Activity, National
Blueprint for Increasing Physical Activity Among Adults age 50 and Older, Promoting Better Health for Young
People Through Physical Activity and Sports, and the HHS Blueprint for Action on Breast-feeding. These
resources help CDC educate and train state and local officials to implement these guidelines in states
and communities.

Information collected from high-quality surveillance systems and periodic surveys directs national
efforts to solve the obesity epidemic. CDC is improving and expanding systems to monitor
vegetable and fruit consumption, physical activity levels, and the behavioral determinants of eating
and physical activity, such as hours of television viewing;

IV. Goal-by-Goal Perfformance Measurement

Efficiency Measure: Decrease the number of hours spent each year by a program to collect, aggregate,
assess and analyze programmatic data

Performance Measure Targets Actual Performance Ref.
Increase the number of Web-based FY 05: 6 FY 05: 12/2005 E
management information systems resulting in FY 04: 12/2004

savings of program staff time FY 03: 4 (baseline)

A. EARLY DEeTecTiON OF BREAST AND CERVICAL CANCER

Goal 1: Increase early detection of breast and cervical cancer by building nationwide programs in breast
and cervical cancer prevention, especially among high-risk, underserved women

Performance Measure Targets Actual Performance Ref.
Excluding invasive cervical cancers FY 05: <14/100,0071 FY 05: 1/20077 B-81
diagnosed on an initial screen in FY 04: 15/100,000t FY 04: 1/2006% HP, HHS,
NBCCEDP, lower the age-adjusted FY 03: 16/100,000t FY 03: 1/2005% O
rate of invasive cervical cancerin FY 02: 22/100,000 FY 02: 1/2004
women aged 20 and older* FY 01: 14/100,000

FY 99: 19/100,000

FY 95: 26/100,000

*First Pap test provided through CDC’s NBCCEDP
TFY rate based on 3 years of data (see text)
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Goal 2: Expand community-based breast and cervical cancer screening and diagnostic services to
low income, medically underserved women. For women diagnosed with cancer or pre-cancer, ensure

access to freatment services

Performance Measure Targets Actual Performance Ref.
1. Increase the number of women FY 05: Breast 401,000; FY 05: 1/2007 B-81
screened cervical 280,000 HP,
HHS, O
Breast: mammogram or CBE FY 04: Breast 381,682; FY 04: 1/2006
Cervical: Pap Smear cervical 275,000 FY 03: 1/2005
FY 02: 1/2004
FY 01: Breast 356,395; cervical
265,306
FY 00: Breast 247; cervical 192
(baseline: 229,000)
2. Increase the percentage of newly | FY 05: 25% cervical FY 05: 1/2007 B-81
enrolled women who have not FY 04: 22.5% cervical FY 04: 1/2006 HP,
received a Pap test within the past 5 FY 03: 1/2005 HHS, O
years FY 02: 1/2004
FY 01: 22.9%
FY 00: 21.7% cervical
(baseline)
3. Increase the percentage of FY 05: Breast 87.5%; FY 05: 1/2007 B-81
women with abnormal results who cervical 64.5% HP,
receive a final diagnosis within 60 HHS,O
days of screening* FY 04: Breast 86.5%; FY 04: 1/2006
cervical 64% FY 03: 1/2005
*Breast: abnormal mammogram FY 02: 1/2004
(suspicious of abnormality, highly FY 01: Breast 83.6%; cervical
suggestive of malignancy, or 61.9%
assessment incomplete) and/or FY 00: Breast 82.2%; cervical
abnormal CBE 61.2% (baseline)
*Cervical: abnormal Pap includes
high grade SIL, squamous cancer, or
abnormal glandular cells
4. Increase the percentage of FY 05: Breast 95.5%; FY 05: 1/2007 B-81
women with cancer who start cervical 92.5% HP,
freatment within 60 days of diagnosis HHS, O
FY 04: Breast 95%; FY 04: 1/2006
cervical 92% FY 03: 1/2005
FY 02: 1/2004
FY 01: Breast 93.1%; cervical
88.5%
FY 00: Breast 94%; cervical
88% (baseline)
5. Cervical: Increase the percentage | FY 05: 94.5% FY 05: 1/2007 B-81
of women with precancerous lesions | FY 04: 94% FY 04: 1/2006 HP,
who start treatment within 90 days of FY 03: 1/2005 HHS, O
diagnosis (includes CIN II, CIN lll, and FY 02: 1/2004
CIS) FY01:91.7%

FY 00: 92.4% (baseline)
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B. Toeacco Use PREVENTION

Goal: Reduce cigarette smoking among youth

Performance Measure

Targefts

Actual Performance

Ref.

9-12) who smoke

Reduce the percentage of youth (grades

FY 05: 26.5%*
FY 03: 26.5%
FY 01: 34.2%t

FY 05:
FY 03:
FY 01:
FY 99:
FY 97:
FY 95:
FY 93:
FY 91:

5/2006

5/2004
Exceeded/28.5%
Exceeded/34.8%
36.4%

34.8%

30.5%

27.5%

B-81

HP,
HHS,O

*Data is released biennially.

TYRBSS data released in June 2000 indicated achievement of the FY 01 target, and CDC revised the

teen smoking projections.

C. CoMmMuNITY-BASED PREVENTION RESEARCH

Goal: Support prevention research to develop sustainable and fransferable community-based behavioral

inferventions

Performance Measure Targefts Actual Performance Ref.
Ensure that at least one PRC in each | FY 02: At least one research FY 02: Achieved/28 PRCs | B-81
HHS region establishes research project per PRC that FY 98: 28 HHS, HP
priorities and develops interventions reflects community-based

in collaboration with a constituent participatory research

community
D. HearT DISEASE AND STROKE

Goal 1: Increase the capacity of state cardiovascular health programs to address prevention of
cardiovascular disease at the community level

Performance Measure Targets Actual Performance Ref.
Increase the number of states with FY 02: 20 states FY 02: Exceeded/22 B-81
five of the seven heart disease and | FY 01: 15 states FY 01: Exceeded/18

stroke prevention capacities FY 00: 11 states FY 00: Exceeded/15

FY 99: 8 states FY 99: Exceeded/11

Goal 2: Reduce death and disability due to heart disease and stroke and eliminate disparities
Performance Measure Targets Actual Performance Ref.
1. Reduce the proportion of FY 05: Heart disease deaths FY 05: 6/2005 B-81
heart disease and stroke deaths 45%; stroke deaths 45% 1
that occur before transport to HP,
emergency services FY 04: Heart disease deaths FY 04: 6/2004 HHS,O

45%; stroke deaths 45%

FY 02: Heart disease
deaths 47%; stroke deaths
48% (1999 baseline)
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2. Reduce the prevalence of
unconftrolled high blood pressure
(>140/90) among patients with
hypertension, especially among
populations at high risk, in states
that collaborate with community
health centers

FY 05: 45%
FY 04: 45%

FY 05: 6/2005
FY 04: 6/2004
FY 02: 50% (baseline)

B-81
1

HP,
HHS,O

Note: Heart Disease and Stroke: The heart disease measures for 2003 were inadvertently not included
in the 2003 plan. Whereas 2003 dollars support the measures identified, 2003 targets were not

provided.

E. DIABETES

Goal: Increase the capacity of state diabetes control programs to address the prevention of diabetes
and its complications at the community level

diabetes prevention practices
(New initiative)

Performance Measure Targets Actual Performance Ref.
1. For states receiving CDC FY 05: Eye 75%; foot 70% FY 05: 10/2006 B-81
funding for DPCPs, increase the 1
percentage of persons with FY 04: Eye 72%; foot 62% FY 04: 10/2004 HP,
diabetes who receive annual (increase baseline by 10%) HHS,
eye and foot exams @]
FY 03: Eye 72%; foot 62% FY 03: 10/2004
(increase baseline by 10%)
FY 02: Eye 72%; foot 62% FY 02: Eye 64.2%; foot 66.6%
(increase baseline by 10%)
FY 01: Eye 69.8%; foot 65.3%*
FY 99: Eye 67.3%; foot 57.8%*
FY 98: Eye 64.7%; foot 56.5%*
FY 97: Eye 65.6%; foot 56.6%*
FY 96: Eye 61.7%; Foot 52.4%*
(baseline)
2. For states receiving CDC FY 05: 72.5% FY 05: 10/2006 B-81
funding for DPCPs, increase the | FY 04: 72.5% FY 04: 10/2005 1
percentage of persons with FY 01: 63.3% HP,
diabetes who receive at least FY 00: 62.0% (baseline) HHS,O
two Alc measures per year
3. Increase the number of DPCPs | FY 05: 5 FY 05: 10/2006 B-81
that promote health system FY 04: 5 FY 04: 10/2005 HHS,
approaches among those who FY 02: O (baseline) HP
are at high risk for developing
diabetes (New initiative)
4. In states with prediabetes FY 05: Maintain baseline FY 05: 10/2006 B-81
programs, increase the FY 04: Establish baseline FY 04: 10/2005 1
proportion of people with HHS,
prediabetes who engage in HP, O

*Diabetes: The total percentage of the NCCD goal is slightly higher than the total percentage of
the measures. The measures are based on the diabetes sub budget line. The goal, however, includes a

percentage of STEPS funding,
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F. NATIONAL PROGRAM OF CANCER REGISTRIES

Goal: Improve the quality of state-based cancer registries

Performance Measure Targets Actual Performance Ref.
Increase the percentage of states FY 02: 80% FY 02: Unmet/61% B-81
funded by CDC's NPCR that report at FY 01: Unmet/65% 4

least 95% of unduplicated, expected FY 00: Exceeded/70%
cases of reportable cancer in state FY 99: Exceeded/60%
residents in a diagnosis year FY 98: 29%
FY 97: 17%

G. HIV PReVENTION AMONG ScHooOL-AGED YOUTH

Goal: Reduce the percentage of HIV/AIDS-related risk behaviors among school-aged youth through
dissemination of HIV prevention education programs

Performance Measure Targets Actual Performance Ref.
1. Achieve and maintain the FY 05: 90% or more FY 05: 7/2006 B-81
percentage of high school students FY 03: 90% or more FY 03: 7/2004 HP, HHS

who are taught about HIV/AIDS
prevention in school at 0% or greater*

FY 01: Unmet/89%
FY 99: Achieved/91%

FY 97: 92%

FY 95: 86%
2. Increase the proportion of All adolescents All adolescents B-81
adolescents (grades 9-12) who abstain | FY 05: 89%* FY 05: 7/2006 HP, HHS,
from sexual intercourse or use condoms | FY 03: 89% FY 03: 7/2004 O
if currently sexually active* FY 01: Unmet/86% *

FY 99: 85%

FY 97: 85%

FY 95: 83% (YRBSS)

African-American
adolescents

African-American
adolescents

FY 05: 87% FY 05: 7/2006

FY 03: 87% FY 03: 7/2004
FY 01: Unmet/85%
FY 99: 83%
FY 97: 80%

FY 95: 82% (YRBSS)

Hispanic adolescents | Hispanic adolescents

FY 05: 88% FY 05: 7/2006

FY 03: 88% FY 03: 7/2004
FY 01: Unmet/84%
FY 99: 84%
FY 97: 82%

FY 95: 77% (YRBSS)

*Data is released biennially.
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H. MoNIToRING Risk BEHAVIORs (BEHAVIORAL Risk FACTOR SURVEILLANCE SYSTEM)

disease prevention programs

Goal: Help states monitor the prevalence of major behavioral risks associated with premature morbidity
and mortality in adults to improve the planning, implementation, and evaluation of health promotion and

Performance Measure

Targets

Actual Performance

Ref.

Increase the number of states participating
in BRFSS that complete 4,000 telephone
interviews per year

FY 02: 18 states
FY 01: 18 states

FY 02: Exceeded/38
FY 01: Achieved/18
FY 00: 18
FY 99: 9

B-81

I. NutrimioN, PHysicAL AcTivity, AND OBESITY

and physical activity interventions

Goal: Decrease levels of obesity, or reduce the rate of growth of obesity, in communities through nutrition

Performance Measure Targefts Actual Performance Ref.
Increase the number of nutrition and FY 05: 20 interventions FY 05: 12/2006 B-81
physical activity interventions that are FY 04: 12 inferventions FY 04: 12/2005 HHS,
implemented and evaluated in funded FY 02: O interventions HP
states

Note: Obesity: The total percentage of the NCCD goal is slightly higher than the percentage of the
measure. The measure is specific to CDC’s state based program. However, the goal is inclusive of
CDC’s DNPA program, the Youth Media Campaign, and percentages of coordinated school health

and STEPS.

V. Summary of Full Cost of Perfformance Program Area

FY 2004
FY 2003 Final FY 2005

Full Costs and Goals/Annual Measures Actual* Conference Estimate

Estimated Full Cost $818.9 $883.0 $929.8
Efficiency Measure $0.0 $0.0 $0.0
Early Detection Breast and Cervical Cancer $196.5 $211.9 $223.2
Goal 1 - Measure 1 $196.5 $44.2 $46.5
Goal 2 - Measure 1 N/A $61.8 $65.1
Goal 2 - Measure 2 N/A $26.5 $27.9
Goal 2 - Measure 3 N/A $26.5 $27.9
Goal 2 - Measure 4 N/A $26.5 $27.9
Goal 2 - Measure 5 N/A $26.5 $27.9
Tobacco Use Prevention $106.5 $132.5 $139.5
Measure 1 $106.5 $132.5 $139.5
Community-Based Prevention Research S0.0 $S0.0 $0.0
Measure 11 N/A N/A N/A
Heart Disease and Stroke $S0.0 S$44.2 $46.5
Goal 1 = Measure 1t N/A N/A N/A
Goal 2 - Measure 1 N/A $26.5 $27.9
Goal 2 - Measure 2 N/A $17.7 $18.6
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Diabetes §73.7 $114.8 S$111.6
Measure 1 $65.5 $26.5 $37.2
Measure 2 N/A $17.7 $9.3
Measure 3 N/A $8.8 $9.3
Measure 4 N/A $8.8 $9.3
National Program of Cancer Registries $S0.0 $0.0 $S0.0
Measure 11 N/A N/A N/A
HIV Prevention Among School-Aged Youth $49.1 $44.2 $55.8
Measure 1 & 2 combined $49.1 $44.2 $55.8
Monitoring Risk Behaviors $S0.0 $S0.0 $0.0
Measure 11 N/A N/A N/A
Nutrition, Physical Activity and Obesity $106.5 $106.0 $111.6
Measure 1 $49.1 $35.3 $37.2

“Dollars in millions

TPerformance measure was eliminated in FY 2003. Activity is still monitored internally.

NOTE: Measures may not add up to total full costs for a given goal. A portion of the full costs may

only be attributable to the goal level.

CDCs strategy to prevent the leading cause of death in the United States is a crosscutting approach:
support for state programs, surveillance, prevention research, and evaluation and health promotion.
CDC’ measures identify selected high-priority programs defined in budget initiatives and only
represent a portion of CDC’s broader strategy. The following programs are monitored internally
but are not reflected entirely in the full cost performance plan: Cancer, Health Promotion, School

Health and Prevention Research Centers.
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C. Environmental Health

II-C. Environmental Health

Funding (Dollars in Thousands)

Total Funding Overall Full Cost

FY 2005: (PB) $183,795 FY 2005: $191,819
FY 2004: (Conference)  $183,212 FY 2004: $201,193
FY 2003: (Actual) $182,829 FY 2003: $200,586

The mission of the Environmental Health Laboratory is to improve human exposure
assessment using biomonitoring to better protect the public from death or disease resulting
from exposure to environmental chemicails.

OVERARCHING PROGRAM

A. BIOMONITORING

I. Program Description and Context

The purpose of the environmental health program is to improve the diagnosis, treatment, and
prevention of disease caused by exposure to environmental chemicals by measuring these chemicals
in human blood, serum, urine, or other body tissue.

CDC’ Environmental Health Laboratory assesses human exposure to environmental chemicals
using biomonitoring (i.e., the direct measurement of environmental chemicals in human samples,
such as blood or urine). No other laboratory in the world can measure environmental chemical
exposure in people as quickly, reliably, or extensively. CDC develops biomonitoring exposure
measurements and some are only available at CDC. Except for effects on skin or eyes, chemicals
must get into the body to affect health. Because biomonitoring measures the amount of chemicals
in the body, it provides the most health-relevant exposure information. As a result, biomonitoring
exposure information is critical to determine health risks resulting from an exposure situation—
ranging from a low-level exposure of minimal health significance needing no public health response
to a high exposure of significant health risk warranting immediate attention.

Specifically, biomonitoring

® Markedly diminishes confusion about exposure and promotes appropriate management of
health-related emergencies.

® Reduces misclassification of dangerous health situations as safe and vice versa.

® Substantially improves the allocation of financial and human resources to productive
intervention and remediation efforts.

® Determines and tracks the efficacy of interventions aimed at reducing exposure and disease.

® Identifies at-risk population groups, such as children, that have high susceptibility to diseases
caused by exposure to environmental chemicals.

® Provides unique assessment of individual and population exposure in health studies that
determine how much exposure causes disease or death.
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CDC works with states to transfer biomonitoring technology to public health laboratories. In

addition, CDC uses its biomonitoring expertise to

® Assess the exposure of the U.S. population to chemicals.

® Help state and local public health officials evaluate disease clusters or exposure of populations
or individuals to chemicals.

e Conduct studies that determine what levels of exposure are safe and what levels cause death or
disease.

Lack of human exposure information hampers the ability of public health to protect populations
from adverse effects (e.g, cancer, birth defects, neurologic and immunologic disease) that result from
exposure to toxic chemicals in the environment. Poor public health decisions that result from limited
human exposure information will likely fail to address exposures of substantive health impact or
waste large amounts of money addressing exposures of negligible health consequence. Because
people in the United States are exposed to tens of thousands of chemicals each day, better exposure
information is required to identify true problem exposures and exposures that need no attention.
Public health officials and other decision-makers need biomonitoring data to help make evidence-
based decisions to prevent disease and death caused by exposure to environmental chemicals.

Exposure to environmental chemicals is population-wide. For example, al